Background: Researchers have identified important gender differences in the experience of caring for a family member or friend living with advanced disease; however, trends suggest that these differences may be diminishing over time in response to changing gender roles. In addition, while many studies have found caregiving experiences and outcomes to be poorer among female caregivers, noteworthy exceptions exist. Objective: The primary aim of this exploratory study was to determine how, if at all, current day caregiving at end of life varies by gender. Methods: We conducted a secondary analysis of data from a multisite randomized controlled trial of a family caregiving intervention performed between 2010 and 2014. We compared female and male hospice family caregivers on baseline variables using v 2 tests for association of categorical variables and t-tests for continuous variables. Our sample included 289 family caregivers of individuals receiving services from one of two hospice agencies located in the northwestern United States. Demographic data and other categorical variables of interest were provided via caregiver self-report using an instrument created specifically for this study. Reaction to caregiving and caregiving burden were measured using the Caregiver Reaction Assessment (CRA). Results: As it related to caregiving, females had significantly lower self-esteem and more negative impact on their schedule, health, and family support than males. No gender differences were detected with regard to the impact of caregiving on individuals' finances. Conclusions: Despite changing social expectations, pronounced gender differences persist in caregiving at the end of life.
Introduction
F amily members and friends play an essential role in caring for individuals with advanced disease who are nearing the end of their lives. 1 As illnesses progress, family caregivers become increasingly responsible for both handson care (e.g., assisting with bathing, toileting, and hygiene) and providing support for instrumental activities of daily living such as cooking, cleaning, and paying bills. 2 In addition to primary stressors directly related to caregiving tasks, many family caregivers must also cope with secondary stressors, such as financial challenges and the need to manage family communication, that indirectly result from occupying a caregiving role. 3 While many family caregivers are able to describe positive aspects of their caregiving experience, 4 research suggests that the multiple stressors associated with family caregiving at the end of life can give rise to serious negative outcomes including increased anxiety, poor physical health, and compromised quality of life.
interdisciplinary team of health care professionals including nurses, physicians, chaplains, social workers, and others. 8 Hospice teams view patients and families as interdependent and, thus, provide services to both as a single unit of care. 9 As such, hospice professionals are ideally positioned to support family caregivers of patients with limited life expectancy via interventions such as counseling to ameliorate psychological distress, facilitating advance care planning, and helping family members prepare for the patient's death. 9 Recognizing that each patient and family are unique, experts recommend that hospice professionals provide end-of-life care based on individualized assessments of each family's resources, strengths, expectations, and identified needs. 10 Reactions to caregiving and caregiving burden Even when faced with similar responsibilities, no two hospice family caregivers are affected in exactly the same way. Given and colleagues 11 identified five dimensions of caregiving burdens and reactions that potentially differ among individual caregivers and caregiving groups. The first dimension, caregiver self-esteem, relates to the ways in which the caregiving experience affects the caregiver's sense of self-worth. Someone whose self-esteem is positively affected by caregiving might report that they find caregiving to be a privilege or that caregiving fulfills them. The second dimension, impact on finances, pertains to the financial consequences of caregiving, which may vary considerably among groups with different assets and/or levels of income. Impact on schedule is the third dimension of caregiving burdens and reactions. It accounts for the various ways in which caregivers' daily activities may be affected by their caregiving responsibilities. For example, caregivers may see friends and family less frequently as a result of caregiving or may stop or reduce work outside of the home to care for a family member. Impact on health, the fourth dimension, takes into consideration the toll caregiving can have on individuals' physical health. Feeling tired all the time or believing one's health has deteriorated as a result of caregiving are negative potential reactions to the caregiving experience. Finally, caregivers may report a lack of family support, which is the fifth dimension of caregiving burdens and reactions. Individuals with a lack of family support may report feeling abandoned or feeling as if caregiving responsibilities have been ''dumped'' onto them by less involved family members.
Theoretical framework: The Stress Process Model
Differences in reactions to end-of-life caregiving and caregiving burden take on increased importance when viewed through the lens of the Stress Process Model (SPM). 12 The SPM posits that caregiving outcomes (e.g., caregiver quality of life, psychological well-being) result from a process in which individuals encounter both primary and secondary stressors. Primary stressors are directly related to the provision of care (e.g., need to administer daily medications), while secondary stressors result from caregiving but do not directly involve the provision of care (e.g., inability to get away to spend time with friends). In addition, the SPM emphasizes the importance of caregivers' backgrounds (including pertinent demographic characteristics) and the context in which they provide care (e.g., their caregiving history, the amount of care they provide). Thus, the SPM suggests that, by better understanding differences in caregivers' characteristics and experiences, members of the hospice interdisciplinary team will be better equipped to identify opportunities to support family caregivers and to help them cope in such a way that negative caregiving outcomes are minimized or avoided entirely.
Gender and family caregiving
One of the caregiver demographic characteristics that has garnered considerable attention in recent years is gender. As has been the case historically, modern-day family caregiving responsibilities fall disproportionately on women; however, a growing number of men are assuming caregiving roles, a trend that is likely to continue as family life is reconstructed alongside ever-changing gender roles and expectations. 13 Researchers have identified a number of caregiving outcomes that vary between men and women, with more negative effects generally found among female caregivers. For example, research findings have shown that, when compared with male caregivers, women in family caregiving roles are often more likely to experience psychological distress [14] [15] [16] and physical health problems. 17 There is reason to suspect that these disparities may be on the decline, however. Nearly a decade ago, Pinquart and Sorensen 17 noted that gender differences in family caregiver variables tended to be smaller in more recent studies than in older ones, leading them to wonder if such differences were becoming less pronounced in response to changing gender expectations. This underscores the time-sensitive nature of research on gender differences in family caregiving and suggests that research in this important area of inquiry should be ongoing.
In addition, while many studies have identified poorer outcomes for female caregivers than males, a recent research synthesis 18 cited gender as a variable that generated ''equivocal'' results when studied as a predictor of hospice family caregiver outcomes such as grief, burden, depression, and quality of life. It appears that, at least for family members caring for hospice patients, the issue of gender differences in caregiving experiences and outcomes is far from decided.
Study aim
The primary aim of this exploratory analysis was to determine how, if at all, caregiving at end of life varies by gender. We consulted the SPM and the existing body of research on family caregiving to inform our selection of other key variables of interest, ultimately choosing to focus our analysis on gender differences in terms of caregiving background and context in addition to caregiving reactions and burden. Specific variables are defined later in our discussion of study methods.
Methods
We conducted a secondary analysis of data from a multisite randomized controlled trial of a family caregiving intervention conducted between 2010 and 2014 in collaboration with two hospice agencies in one northwestern U.S. state (R01NR012213; principal investigator: Demiris). The institutional review board of the principal investigator's academic institution approved the original study prior to participant recruitment. Inclusion criteria required that participants were English-speaking adult family caregivers of a hospice patient at the time of their participation in the study, that they had no greater than mild cognitive impairment, and that they had functional hearing and access to the Internet and/or a standard phone line. Although study participants completed measures at various points throughout the original study, only baseline measures (i.e., those completed upon study enrollment and before exposure to any treatment conditions) were included in the present analysis. Most baseline measures were administered shortly after hospice services were initiated, as this typically coincided with the caregiver's enrollment in the study.
Study variables and corresponding measures
Demographic questionnaire. Information on caregiver background and context, including gender, age, race, ethnicity, relationship to patient, amount and duration of caregiving, and employment status was provided via self-report using a demographic questionnaire specifically designed for the original study.
Caregiver Reaction Assesssment. Study participants' reaction to caregiving and caregiving burden were measured using the Caregiver Reaction Assessment (CRA). 11 Because the CRA focuses on the experiences of individuals actively involved in caregiving, bereaved family caregivers enrolled in the original study (43.8% of the total sample) did not complete the CRA. The CRA contains 24 Likert-type items divided among the following five subscales: caregiver selfesteem (seven items), impact on finances (three items), impact on schedule (five items), impact on health (four items), and lack of family support (five items). Researchers previously concluded that the CRA's psychometric properties are satisfactory, with internal consistencies for individual subscales ranging from 0.62 (lack of family support) to 0.83 (financial problems). 19 
Statistical analysis
We compared female and male hospice family caregivers on baseline variables using v 2 tests for association of categorical variables and t-tests for continuous variables. All analyses used listwise deletion of missing data, as there was minimal missing data (<3%). The primary analyses were calculated using multiple regression with robust standard errors using Huber-White sandwich estimators. The model contains gender and caregiver age, race/ethnicity, relationship to hospice patient, and amount and duration of caregiving as covariates. To further explore gender influences on caregiving experiences at the end of life, we added interaction terms combining significant covariates with gender to the regression models. All regression assumptions were satisfied, and we detected no evidence of multicollinearity across the independent variables, with a variance inflation factor of 1.53. Statistical analyses were conducted using Stata statistical software version 13.1 (StataCorp, College Station, TX).
Results
The sample consisted of 289 hospice family caregivers (76.1% female) with a mean (SD) age of 61.2 (12.2) years (range, 25-100 years). As previously indicated, this represented 56.2% of the total sample of family caregivers who participated in the original study. Caregivers in our analytic sample were predominantly white (87.9%) adult children (58.8%) or spouses/partners (27.3%) of the hospice patient. Most had been providing care for over one year (72.3%), and more than half (52.3%) provided care for 20 hours or more per week. There were no significant differences between female and male caregivers in terms of race/ethnicity, residing with the hospice patient, employment status, or amount of caregiving provided each week. Female caregivers were younger (mean difference = 4.3, p = 0.01), more likely to be an adult child of the hospice patient (61.8%) than male caregivers (49.3%, p = 0.02), and more likely than male caregivers to have provided care for a duration greater than one year (75.9% compared to 60.9%, p = 0.02). Descriptive statistics for the demographic and caregiving measures for the sample as a whole and for female and male caregivers are shown in Table 1 . Unadjusted gender differences in reactions to caregiving and caregiving burden were found in three of the five subscales of the CRA. Male caregivers reported greater positive impact on self-esteem (t(277) = 2.79, p = 0.01) and less negative impact on both health (t(277) = -2.16, p = 0.01) and family support (t(274) = -3.86, p < 0.001) than female caregivers. The results of regression analyses concerning gender differences in reaction to caregiving and caregiving burden when controlling for other key predictors are presented in Table 2 . Gender differences in reaction to caregiving and caregiving burden were present even after adjusting for caregiver age, race/ethnicity, relationship to hospice patient, and both the amount and duration of caregiving. Specifically, female caregivers had significantly lower self-esteem and more negative impact on their schedule, health, and family support. There was no difference between female and male caregivers in terms of the impact of caregiving on their finances. We found no evidence of interactive effects for gender and age, gender and relationship, or gender and duration of caregiving for any of the dependent variables.
Discussion
In many respects, these results echo the findings of other studies on gender differences in caregiving. In their metaanalysis of over 200 studies of family caregiving, Pinquart and Sorensen 17 found solid support for their hypothesis that caregiving women report higher levels of burden than their male counterparts, consistent with our findings. It is noteworthy, however, that these differences persist nearly a decade later, especially given Pinquart and Sorensen's finding that gender differences in caregiver variables appeared less pronounced in later studies.
Other researchers have tried to explain why gender differences in perceived burden exist. Research by Papastavrou and colleagues 20 indicates that coping may play a role. In their study of family caregivers of individuals with dementia, they found that women reported using emotional coping strategies more than men did which, at least in part, explained their high levels of burden. This explanation would be consistent with the previously described SPM, 12 which features coping as a mediator of relationships among background and context, stressors/strains, and outcomes. Viewing these findings with a different theoretical lens introduces alternate explanations for our findings, however. In their exploration of feminist perspectives on family care, Hooyman and Gonyea 21 examined the repercussions of the socially constructed view of women as ''natural'' caregivers, highlighting the many ways in which fulfilling family care responsibilities is viewed as an expectation for women. Feeling as if caregiving is an assumed or ''natural'' responsibility rather than a choice could clearly affect one's reaction to caregiving and the degree to which b Robust standard errors. B, unstandarized regression coefficient; CI, confidence interval; F, F-statistic; R2, R-squared; SE, standard error. they experience caregiving as burdensome. For example, if caring for a seriously ill family member is merely an extension of a lifelong caregiving career, female caregivers might be less likely to view it as a privilege or something they enjoy. Similarly, if family members view female caregivers as naturally better at caregiving, they might be less likely to perceive support as being needed and, thus, be less likely to offer it.
Implications for hospice teams
Our study findings have a number of implications for hospice teams. Interventions consistent with the SPM are available to support women in caregiving roles by enhancing their ability to cope with their often highly stressful situations. Prior research indicating that problem-focused (versus emotionfocused) coping was associated with lower levels of perceived caregiver burden lends support for specific interventions such as problem-solving therapy, which is supported by a robust evidence base 22 and has shown promise in hospice-specific settings. 23 Interventions consistent with a feminist perspective on family care may involve helping female caregivers access support from their social network of family members and friends, who may be less likely to perceive women as needing help in their caregiving role than men or who may be more likely to provide unsolicited critiques of caregiving provided by women, who are often assumed to be ''natural'' caregivers. This may involve structured interventions, such as assertiveness training or communication skills education, but it may also be accomplished through the provision of peer support. For example, caregivers may benefit from hearing how others have secured tangible support by taking advantage of even vague offers of help (e.g., ''If there's ever anything I can do.'') from family members and friends. Finally, all caregivers-women and men alike-stand to benefit from interventions at the macro level that create structural changes to support family caregiving and that acknowledge the tremendous social benefit provided by the family members and friends who care for others in their final days of life.
Study limitations
A number of study limitations warrant attention. First, our study conceptualized gender as a binary construct, a practice that is increasingly challenged in favor of approaches that more adequately reflect the complexity of gender and gender expression in U.S. society. 24 Second, our study sample was limited to volunteer participants from two hospice agencies of one geographic region in the United States. Therefore, our findings cannot necessarily be generalized to the full hospice caregiver population, to those whose care recipients do not receive services from a hospice agency, or to those who differ from participants in our study in other important respects (e.g., age, relationship to the care recipient). Third, our study examined only baseline data cross-sectionally. Future research would benefit from a longitudinal examination of gender differences in the caregiving experience.
Finally, we strongly caution against interpreting our results as evidence that the male caregiving experience is easy or that male caregivers would not benefit from additional support. On the contrary, research indicates that men often experience a decline in well-being upon entering a caregiving role (e.g., decreased happiness, increased depression among husband caregivers) 25 and are often reluctant to share personal feelings or access support services. 26 In addition, some speculate that male caregivers participating in research studies may underreport caregiving challenges and symptoms of distress, drawing into question the extent to which identified gender differences accurately reflect caregivers' experiences. 27 Future studies including male caregivers would be enhanced by careful consideration of this possibility and by implementing strategies to enhance the validity of caregivers' responses to self-report measures. Potentially helpful strategies include emphasizing the confidential nature of the research and/or asking participants to report on their caregiving strengths as well as the challenges they have faced. On the practice front, hospice professionals should ensure that supports are available for all family caregivers and acknowledge the many ways in which families and communities benefit from their contributions.
